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Background: Prolonged sitting is a specific occupational hazard in office workers. There is growing evidence that
prolonged sitting is detrimental to metabolic health. The aim of this study is to determine whether providing office
workers with education along with adjustable sit-stand workstations leads to reduction in sitting behavior.
Methods/Design: A randomized control trial (RCT) with three groups (one control group and two intervention groups)
will be conducted in an office workplace setting. The education intervention group will receive an education package
that encourages reduction in sitting behaviors. The sit-stand desk intervention group will receive the same education
package along with an adjustable sit-stand desk. Participants will be included in the study if they are currently employed
in a full-time academic or administrative role that involves greater than 15 hours per week or greater than 4 hours per
day computer-based work. Baseline data will include participant’s age, gender, weight, height, smoking habit,
employment position, level of education, and baseline self-reported leisure time physical activity. The primary outcome
is the average daily sedentary time during work hours, measured by an accelerometer. Participant recruitment
commenced in March 2013 and will be completed by December 2013.
Discussion: This study will determine whether providing office workers with an adjustable sit-stand desk and
individually targeted education, or education alone, is more effective in decreasing sitting behaviors than no
intervention.
Trial registration: Australian New Zealand Clinical Trials Registry: ACTRN12613000366752
Keywords: Sedentary behavior, Musculoskeletal symptoms, Ergonomic, Work posture, Intervention, Behavior changeBackground
One of the features of modern working life is that jobs
are becoming increasingly less active and more sedentary
[1]. Prolonged sitting has been identified as a potentially
significant occupational health concern [2], as higher
levels of occupational sitting have been linked to increased
prevalence of chronic diseases including coronary heart
disease [3], diabetes [4], obesity [5], and breast cancer [6],
as well as increased mortality from all causes [7]. Risk of* Correspondence: martin.mackey@sydney.edu.au
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reproduction in any medium, provided the ormusculoskeletal disorders has also been linked to increased
exposure to sitting at work [8]. Given that average working
hours have generally increased over the past 32 years [9],
with adults now spending an average of more than 8 hours
of their weekday at work [10], the workplace is a key setting
in which to introduce strategies to reduce sitting time and
break up periods of prolonged sitting to improve health
[11,12]. Prolonged sitting is of particular concern in certain
occupational groups such as office workers [13]. High
rates of sedentary behaviors have been demonstrated
in particular groups of office workers including managers,
professionals, clerical and administrative workers [14],
public service workers [8], sales people [15], and healthtd. This is an open access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
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the shift to the ‘paperless office’ and the growing
prevalence of computerized work environments [1].
Observational studies of Australian office workers
have demonstrated that up to two-thirds of a working
day, or half of an office-worker’s waking hours are spent
in sedentary postures [13,17].
Both education and ergonomic interventions have
been trialed in the office workplace environment in an
attempt to increase incidental physical activity and re-
duce sedentary behavior [18]. Education interventions
typically employ behavior change strategies such as goal-
setting, self-monitoring, and use of external cues [19,20].
There is some evidence that strategies such as using
pedometers, reducing the use of seated telephone and
email time in favor of face to face contact, using a bath-
room further away from the office workstation, and
having standing and/or walking meetings can increase
incidental physical activity at work [21]. Several studies
that have evaluated the effect of education interventions
have used an approach based on the transtheoretical
(stages of change) model [22]. This approach matches
the education strategy to the individual participant’s
readiness to embrace behavioral change.
A number of ergonomic interventions have also been
investigated as a means of reducing unhealthy sitting
behavior or increasing energy expenditure in office
workers. These include walking workstations [23,24],
portal pedal machines [25], and the use of adjustable
sit-stand workstations [11,26]. Of these, adjustable sit-
stand desks [11,26] show particular promise. The sit-stand
desk is an adjustable workstation, which attaches to the
worker’s desk allowing adjustment of the height of the
computer monitor and keyboard allowing work in a sitting
or standing position. This device allows the worker to
quickly and easily change working position from sitting to
standing enabling workers who are seated for long periods
of their workday to have frequent standing breaks. There
is some evidence that sit-stand desks are effective. A
quasi-experimental study [11] demonstrated reduction in
sitting time between 61 and 137 minutes/day when using
one of these devices. However, these results have not been
replicated in a randomized controlled trial (RCT). To
date there has been no investigation of the effect of
targeted education (incorporating behavior change)
alone, compared with education plus access to an
ergonomic device such as an adjustable sit-stand work-
station, on reducing sedentary behavior in office-based
workers. Although preliminary studies investigating these
interventions applied separately have demonstrated
promising results [11,21,23-26], no single intervention
appears to suit all workers. It is also possible that
education approaches and ergonomic interventions might
have complementary effects.The aim of this study is to determine whether providing
office workers an adjustable sit-stand workstation together
with targeted education, or targeted education alone leads
to changes in sedentary behavior at work compared with
no intervention. A secondary aim is to determine if one




A RCT with two intervention groups and one control
group will be conducted in an office workplace setting.
Participants will be recruited from academic and adminis-
trative staff of The University of Sydney, Sydney, Australia.
The study has been approved by The University of Sydney
Human Research Ethics Committee, protocol number
15448. Written informed consent will be obtained from
each participant prior to entry into the trial. The trial is
registered with the Australian New Zealand Clinical
Trials Registry, ACTRN12613000366752. The flow of
participants through the trial is demonstrated in Figure 1.
Participants
Sixty participants will be recruited by advertisement
from academic and administrative staff at the Faculty of
Health Sciences, The University of Sydney. Posters will
be placed in staff tearooms and common areas, inviting
staff to participate in ‘The Healthier Office Study’. The
advertisements will contain general information informing
participants that we are testing simple occupational health
interventions and that participants will be provided with
an ergonomic device or advice about improving healthy
work practices. The advertisements will not contain
specific detail about the interventions in order to keep the
participants blinded to the interventions that they do not
receive. The study will also be advertised in a short
presentation at Faculty staff meetings to improve potential
participants’ awareness of the study.
Participants will be included in the study if they are
currently employed in a full-time academic or administra-
tive role that involves greater than 15 hours per week or
greater than 4 hours per day of computer-based work. The
number of hours spent performing desk or computer duties
will be determined for the purpose of inclusion in the study
by self-report. Participants will be excluded if they have
planned leave during the study period, any self-reported
chronic illness, any self-reported musculoskeletal condition,
or if they have a current worker’s compensation claim.
Data collection will involve the participant completing
standardized assessment forms developed for this study.
The assessment forms were piloted prior to commence-
ment of the study to check for readability and participant
burden. It was established that data collection for each
participant involved less than 10 minutes of participant’s
Figure 1 Flow of participants through trial.
Radas et al. Trials 2013, 14:330 Page 3 of 6
http://www.trialsjournal.com/content/14/1/330time. Missing data will be collected by telephone or email
contact with the participant.
Interventions
Participants will be randomly allocated to one of three
study groups.
In the education intervention group, participants will
receive an education package based on the ‘Happy Body
at Work’ program developed by a health promotion
expert and physiotherapist (ALB). The education package
was specifically designed for the participants in this study
in consultation with the program author. It incorporates
evidence-based principles of optimal seated posture,
advice concerning regular postural change between sitting
and standing, and physical activity guidelines for promot-
ing a healthy lifestyle. The education package will be deliv-
ered by a researcher (ANR) who has received training in
health promotion and program content from ALB. The
aims of the education package are to improve the partici-
pants’ knowledge and understanding about the detrimen-
tal effects of prolonged sitting, and to motivate and
engage the participants in behavior change in relation to
sitting habits. The contents of the program include a
multimedia presentation, a physical activity goal-setting
exercise, self-monitoring of breaks from sitting, and
self-monitoring of daily step count, as well as visual
and auditory reminders about taking breaks from sitting.
In the sit-stand desk intervention group, participants
will be provided with a WorkFit-S or WorkFit-A adjustable
sit-stand workstation (Ergotron, Saint Paul, MN, USA) for
a period of 4 weeks. Participants will receive the sameeducation package as the education intervention group.
Participants will also receive training in the use of the
workstation by a member of the research team. Partici-
pants will set individual goals for the time that they will
spend working in a standing position. Participants will be
given the general advice to alternate regularly between
work in a sitting and standing position, and discouraged
from trying to only work in a standing position.
In the control (no intervention) group, participants
will receive no information or advice about postural
change and no modification to their office desk set-up.
Participants in the control group will be offered the
advice intervention once they have completed final data
collection and they have been discharged from their
involvement in the study.
Trial status
At the date of manuscript submission participant re-
cruitment had commenced but had not been completed.
Outcome measurements
Baseline measurements
A researcher who is blinded to subject allocation will
record baseline and outcome data. Baseline data will be
collected from participants at the initial assessment to
obtain a profile of the participant’s demographic, work, and
general health characteristics. This profile will include the
participant’s age, gender, weight, height, smoking habit,
employment position, and level of education. Baseline self-
reported leisure time physical activity will also be measured
at this point using the Active Australia Questionnaire [27].
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Australia Questionnaire correlate with actual physical
activity measures such as accelerometer data [28].
Primary outcomes
The primary outcomes are the average daily sedentary
time during work hours and the average number of
breaks per day. These will be measured over a 7-day
period immediately prior to randomization and at the
completion of the intervention period. Sedentary time will
be measured using an accelerometer (ActiGraph GT3XP,
ActiGraph, Pensacola, FL, USA) and participants will be
required to keep a log of work hours during these meas-
urement periods. Following this period all data will be
downloaded and analyzed. The ActiGraph accelerometer
is a small, lightweight, plastic device worn around the
waist. It measures motion data using three axes. This
device is reliable and provides stable measurements of
physical activity when compared to other measures of
physical activity [29].
Secondary outcomes
The secondary outcomes include self-reported sitting time,
musculoskeletal symptoms, and workability. Self-reported
sitting time will be established using the Occupational
Sitting and Physical Activity Questionnaire [30] and
the Workforce Sitting Questionnaire [31]. Both the
Occupational Sitting and Physical Activity Questionnaire
and Workforce Sitting Questionnaire are acceptable
self-report measures for assessment of sitting time at
work. The Occupational Sitting and Physical Activity
Questionnaire has high test-retest reliability [30], and
both questionnaires correlate well with accelerometry
measures of physical activity and sedentary time making
them suitable tools for this study [30,31]. The 7-day
prevalence of musculoskeletal symptoms will be recorded
using the Nordic Musculoskeletal Questionnaire [32].
Self-reported work ability will be measured by the Work
Ability Index [33]. These instruments have acceptable
reliability and validity [34-36], and measures will be
recorded at baseline and 4-week follow-up.
Potential adverse effects of the interventions will be
recorded at 4-week follow-up. Participants will be asked
to recall if they experienced any adverse effects that they
related to their involvement in the study from a list that
includes: neck pain, headache, back pain, other muscle
or joint pain, fatigue, loss of concentration, and work
productivity.
Sample size calculations
We did not conduct a formal power analysis to determine
sample size, since the threshold for defining harmful levels
of sitting is unknown. The proposed sample size of this
study is similar to previous pilot studies of workplacesitting and sedentary time. Our sample of 60 participants
(three groups of 20 participants) should be sufficient
for assessing the direction of intervention effects,
while taking into account possible missing data and
participation attrition.
Randomization and blinding
Participants will be randomly allocated into one of three
study groups. A researcher who is not involved in par-
ticipant recruitment or data collection will produce a
randomly generated sequence for allocating participants
to one of the three groups. This will be done prior to
commencement of the trial. This researcher will prepare
consecutively numbered sealed opaque envelopes that
contain the group allocation for each individual partici-
pant. The envelope for each participant will be opened
after the participant has enrolled in the study and after
baseline data is collected. The randomization sequence
will contain equal numbers of subjects in each group
but will be otherwise unrestricted.
Data collection will take place away from the partici-
pants’ office and data collectors will be instructed not to
enter the office areas of participants. This will ensure
blinding of the data collectors to allocation of partici-
pants to the sit-stand desk intervention group. The office
set-up in the workplace setting for this trial is predomin-
antly private, single occupier offices with few work cen-
ters using open-plan office design. This feature of the
study setting will assist with limiting the exposure of
participants to the other trial interventions and ensure
blinding of the data collectors to treatment allocation.
Participants will be kept naive as to the main aim of
the study, that is, reduction of unhealthy sitting behaviors.
This is because it is believed by the research team that
participants being aware that the primary outcome is to
reduce sitting behavior might actually change this behav-
ior. Participants will also be blinded where possible to the
intervention groups to which they are not allocated.
Knowledge of the other interventions that are being
tested, both clearly being interventions designed to reduce
sitting behavior, might also impact on the sitting behavior
of participants. Participants will therefore be informed
that they are participating in a trial of general workplace
health interventions and remain blinded to the other
intervention groups.
A researcher who is blinded to the participant allocation
will perform data entry and analysis.
Statistical methods
Accelerometer activity counts will be recorded in 1-second
intervals and aggregated into 1-minute epochs. We
will download ActiGraph data using ActiLife propri-
etary software and conduct further processing with a
custom macro to categorize the data into activity
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light (101 to 2,020 counts/minute), moderate (2,021 to
5,999 counts/minute), and vigorous (≥6,000 counts/minute),
based on the frequently used sedentary cut-point for
ActiGraph accelerometers [37] and National Health and
Nutrition Examination Survey (NHANES) cut-points for
light, moderate, and vigorous intensity levels [38]. Spurious
epochs will be defined as over 20,000 counts/minute [39],
and non-wear time will be defined as periods of consecutive
strings of zero-count epochs lasting at least 60 minutes. A
whole day of monitoring will be considered as valid if the
participant wears the accelerometer for at least 10 hours
during their waking time. A workday will be considered
valid if the participant wears the accelerometer for at least
75% of their time at work [40].
We will conduct two-way repeated measures analyses
of variance (rANOVA) to compare participants’ objectively
assessed time spent in sedentary, light, and moderate-
to-vigorous intensity physical activity, as well as their
self-reported sitting time, musculoskeletal symptoms,
and workability pre- and post-intervention. The two-way
rANOVA will have one group factor (education; education
plus sit-stand desk; control) and one time factor (pre- and
post-intervention). Models will test for group and time
main effects and group X time interactions to examine
whether any differences in outcome variables vary by
study group from pre- to post-intervention.
The primary analysis will be by intention-to-treat. All
analyses will be conducted using IBM SPSS Statistics for
Windows Version 21.0 (IBM, Armonk, NY, USA).
Discussion
This paper outlines the rationale and design for a RCT that
compares the effectiveness of two simple occupational
health interventions in reducing sitting behavior in office
workers.
Our recruitment strategy introduces potential limits to
the generalizability of the results of this study, which we
acknowledge a priori. Since we will recruit participants
into the study using advertisements that target people
who are interested in improving their healthy work
practices, the results might not generalize to all office
workers. It is possible that a more intensive education
strategy might be required for workers who have not
contemplated changing work practices for health reasons.
In these workers the education package might need to focus
more on motivating a desire to change sitting behavior.
This study will determine whether providing office
workers with an adjustable sit-stand desk and individually
targeted education is more effective in decreasing sitting
behaviors than education alone or no intervention. We
will establish whether these interventions change sitting
behavior by comparing participant activity levels using
accelerometers and by self-report. In addition to thesemeasures we will also investigate the impact of sitting and
changes in sitting behavior on musculoskeletal symptoms
and workability. This information is important, as few
studies have investigated the impact of changing sit-
ting on musculoskeletal health and work ability in an
office workplace. The outcomes of this pilot study will
also provide evidence to inform the further development
of existing guidelines and health policy concerning
workplace sitting [41,42].
Abbreviations
NHANES: National Health and Nutrition Examination Survey;
rANOVA: repeated measures analyses of variance; RCT: Randomized
controlled trial.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
Each author made a substantial contribution to the study protocol and/or
drafting of the manuscript. AR was responsible for trial implementation and
drafted the manuscript. MM conceived, contributed to the design of, and
secured funding for the trial. AL was responsible for coordination of the trial
and allocation sequencing. A-LB designed the education intervention. JYC
participated in the design of trial and was responsible for the statistical
analysis. DS participated in data collection. AB participated in the design of
trial, and provided seed funding and in-kind support. All authors read and
approved the final manuscript.
Acknowledgments
This research is supported by funding from the Heart Foundation, Sydney,
NSW, Australia, and by Australian National Health and Medical Research
Council Program Grant (number: 569940; AB). Sit-stand workstations were
donated by Sit Back and Relax, Alexandria, NSW, Australia.
Author details
1Faculty of Health Science, The University of Sydney, 75 East Street,
Lidcombe, Sydney, NSW 2141, Australia. 2Physiocise Movement for Muscles
Pty Ltd, Suite 14, 77 Penshurst Street, Willoughby, NSW 2068, Australia.
3Prevention Research Collaboration, Sydney School of Public Health, The
University of Sydney, K25 - Medical Foundation Building The University of
Sydney, Sydney, NSW 2006, Australia.
Received: 2 June 2013 Accepted: 18 September 2013
Published: 12 October 2013
References
1. Church TS, Thomas DM, Tudor-Locke C, Katzmarzyk PT, Earnest CP, Rodarte
RQ, Martin CK, Blair SN, Bouchard C: Trends over 5 decades in US
occupation-related physical activity and their associations with obesity.
PloS One 2011, 6:e19657.
2. van Uffelen JG, Wong J, Chau JY, van der Ploeg HP, Riphagen I, Gilson ND,
Burton NW, Healy GN, Thorp AA, Clark BK, Gardiner PA, Dunstan DW,
Bauman A, Owen N, Brown WJ: Occupational sitting and health risks:
a systematic review. Am J Prev Med 2010, 39:379–388.
3. Hu G, Tuomilehto J, Borodulin K, Jousilahti P: The joint associations of
occupational, commuting, and leisure-time physical activity, and the
Framingham risk score on the 10-year risk of coronary heart disease.
Eur Heart J 2007, 28:492–498.
4. Hu G, Qiao Q, Silventoinen K, Eriksson JG, Jousilahti P, Lindström J, Valle TT,
Nissinen A, Tuomilehto J: Occupational, commuting, and leisure-time
physical activity in relation to risk for Type 2 diabetes in middle-aged
Finnish men and women. Diabetologia 2003, 46:322–329.
5. Hu F, Li T, Colditz G, Willett W, Manson J: Television watching and other
sedentary behaviors in relation to risk of obesity and type 2 diabetes
mellitus in women. JAMA 2003, 289:1785–1791.
6. Thune I, Brenn T, Lund E, Gaard M: Physical activity and the risk of breast
cancer. N Engl J Med 1997, 336:1269–1275.
Radas et al. Trials 2013, 14:330 Page 6 of 6
http://www.trialsjournal.com/content/14/1/3307. Hu G, Eriksson J, Barengo N, Lakka TA, Valle TT, Nissinen A, Jousilahti P,
Tuomilehto J: Occupational, commuting, and leisure-time physical
activity in relation to total and cardiovascular mortality among Finnish
subjects with type 2 diabetes. Circulation 2004, 110:666–673.
8. Griffiths KL, Mackey MG, Adamson BJ, Pepper KL: Prevalence and risk
factors for musculoskeletal symptoms with computer based work across
occupations. Work 2012, 42:533–541.
9. Australian Bureau of Statistics: Australian Labour Market Statistics. Catalogue
number 6105.0. Sydney: Australian Bureau of Statistics; 2011.
10. Bureau of Labor Statistics: American Time Use Survey, 2009. Washington, DC:
Bureau of Labor Statistics; 2010.
11. Alkhajah TA, Reeves MM, Eakin EG, Winkler EA, Owen N, Healy GN: Sit-stand
workstations: a pilot intervention to reduce office sitting time. Am J Prev
Med 2012, 43:298–303.
12. National Preventative Health Taskforce: Australia: The Healthiest Country by
2020: National Preventative Health Strategy: The Roadmap for Action.
Canberra: Commonwealth of Australia; 2009.
13. Thorp A, Healy G, Winkler E, Owen N, Clark B, Gardiner P, Dunstan D:
Objectively-assessed sedentary and physical activity time among office
and retail workers: The stand up Australia study. J Sci Med Sport 2010,
12:23–24.
14. Chau JY, van der Ploeg HP, Merom D, Chey T, Bauman AE: Cross-sectional
associations between occupational and leisure-time sitting, physical
activity and obesity in working adults. Prev Med 2012, 54:195–200.
15. Skov T, Borg V, Ørhede E: Psychosocial and physical risk factors for
musculoskeletal disorders of the neck, shoulders, and lower back in
salespeople. Occup Environ Med 1996, 53:351–356.
16. Bergqvist U: Visual display terminal work — a perspective on long-term
changes and discomforts. Int J Ind Ergonom 1995, 16:201–209.
17. Miller R, Brown W: Steps and sitting in a working population. Int J Behav
Med 2004, 11:219–224.
18. Chau JY, van der Ploeg HP, van Uffelen JGZ, Wong J, Riphagen I, Healy GN,
Gilson ND, Dunstan DW, Bauman AE, Owen N, Brown WJ: Are workplace
interventions to reduce sitting effective? A systematic review. Prev Med
2010, 51:352–356.
19. Aittasalo M, Miilunpalo S, Suni J: The effectiveness of physical activity
counseling in a work-site setting: a randomized, controlled trial.
Patient Educ Couns 2004, 55:193–202.
20. Marshall A, Leslie E, Bauman A, Marcus B, Owen N: Print versus website
physical activity programs: a randomized trial. Am J Prev Med 2003,
25:88–94.
21. Gilson ND, Puig-Ribera A, McKenna J, Brown WJ, Burton NW, Cooke CB: Do
walking strategies to increase physical activity reduce reported sitting in
workplaces: a randomized control trial. Int J Behav Nutr Phys Act 2009,
6:43.
22. Prochaska JO, DiClemente CC, Norcross JC: In search of how people
change: applications to addictive behaviors. Am Psychol 1992,
47:1102–1114.
23. John D, Thompson DL, Raynor H, Bielak KM, Bassett DR: Effects of treadmill
workstations as a worksite physical activity intervention in overweight
and obese office workers: 706. Med Sci Sports Exerc 2010, 42:38.
24. Thompson WG, Foster RC, Eide DS, Levine JA: Feasibility of a walking
workstation to increase daily walking. Br J Sports Med 2008, 42:225–228.
25. Carr LJ, Walaska KA, Marcus BH: Feasibility of a portable pedal exercise
machine for reducing sedentary time in the workplace. Br J Sports Med
2012, 46:430.
26. Gilson ND, Suppini A, Ryde GC, Brown HE, Brown WJ: Does the use of
standing 'hot' desks change sedentary work time in an open plan office?
Prev Med 2012, 54:65–67.
27. Australian Institute of Health and Welfare: The Active Australia Survey: A
Guide and Manual for Implementation, Analysis and Reporting. Canberra:
Australian Institute of Health and Welfare; 2003.
28. Timperio A, Salmon J, Crawford D: Validity and reliability of a physical
activity recall instrument among overweight and non-overweight men
and women. J Sci Med Sport 2003, 6:477–491.
29. Trost SG, Ward DS, Moorehead SM, Watson PD, Riner W, Burke JR: Validity
of the computer science and applications (CSA) activity monitor in
children. Med Sci Sports Exerc 1998, 30:629.
30. Chau JY, van der Ploeg HP, Dunn S, Kurko J, Bauman AE: Validity of the
occupational sitting and physical activity questionnaire. Med Sci Sports
Exerc 2012, 44:118–125.31. Chau JY, van der Ploeg HP, Dunn S, Kurko J, Bauman AE: A tool for
measuring workers' sitting time by domain: the workforce sitting
questionnaire. Br J Sports Med 2011, 45:1216–1222.
32. Kuorinka I, Jonsson B, Kilbom A, Vinterberg H, Biering-Sørensen F,
Andersson G, Jørgensen K: Standardised Nordic questionnaires for the
analysis of musculoskeletal symptoms. Appl Ergon 1987, 18:233–237.
33. Tuomi K, Oja G: Work Ability Index. Helsinki: Finnish Institute of Occupational
Health; 1998.
34. Descatha A, Roquelaure Y, Chastang J, Evanoff B, Melchior M, Mariot C,
Ha C, Imbernon E, Goldberg M, Leclerc A: Validity of Nordic-style
questionnaires in the surveillance of upper-limb work-related
musculoskeletal disorders. Scand J Work Environ Health 2007, 33:58–65.
35. Palmer K, Smith G, Kellingray S, Cooper C: Repeatability and validity of an
upper limb and neck discomfort questionnaire: the utility of the
standardized Nordic questionnaire. Occup Med 1999, 49:171–175.
36. Gould R, Ilmarinen J, Järvisalo J, Koskinen S: Dimensions of Work Ability:
Results of the Health 2000 Survey. Helsinki: Finnish Institute of Occupational
Health; 2008.
37. Pate RR, O'Neill JR, Lobelo F: The evolving definition of "sedentary".
Exerc Sport Sci Rev 2008, 36:173–178.
38. Troiano RP, Berrigan D, Dodd KW, Mâsse LC, Tilert T, McDowell M: Physical
activity in the United States measured by accelerometer. Med Sci Sports
2008, 40:181–188.
39. Mâsse LC, Fuemmeler BF, Anderson CB, Matthews CE, Trost SG, Catellier DJ,
Treuth M: Accelerometer data reduction: a comparison of four reduction
algorithms on select outcome variables. Med Sci Sports Exerc 2005,
37(11 Suppl):S544–S554.
40. van der Ploeg HP, Merom D, Chau J, Bittman M, Trost S, Bauman AE:
Advances in physical activity and sedentary behavior population
surveillance: reliability and validity of time use surveys. Am J Epidemiol
2010, 172:1199–1206.
41. Comcare: Sedentary Work Practices Toolkit. Canberra: Comcare; 2012.
http://www.comcare.gov.au/Forms_and_Publications/publications/services/
safety_and_prevention/safety_and_prevention/Ben_of_move_be_upstanding.
42. Heart Foundation: Sitting Less for Adults. East Sydney: National Heart
Foundation of Australia; 2011. https://www.heartfoundation.org.au/active-
living/physical-activity/pages/sedentary-guidelines.aspx.
doi:10.1186/1745-6215-14-330
Cite this article as: Radas et al.: Evaluation of ergonomic and education
interventions to reduce occupational sitting in office-based university
workers: study protocol for a randomized controlled trial. Trials
2013 14:330.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
